Antenatal fear of childbirth (FOC) is associated with negative effects, such as postnatal traumatic symptoms. As the birth-related culture of East Asian countries differs from that in Western countries, the aim of the present qualitative, descriptive study was to explore FOC, perceptions for Caesarean section (CS), and obstetric analgesia (OA) among Japanese primiparas. The qualitative, descriptive study included focus group interviews with 11 primiparous women, which were conducted in a birth house and a maternity hospital in a metropolitan area of Japan in 2013. As a result, seven categories emerged from the analysis: Maternal and child risk, pain, losing control, uncertainty, prolonged labor, poor family support and loneliness before hospitalization. All participants denied having a preference for CS birth due to fear. Opposing values of OA were identified in women who chose OA and those who did not.
| INTRODUCTION
Fear of childbirth (FOC) is associated with several maladaptive responses to pregnancy, childbirth, and parenting, including lower quality of life during pregnancy (e.g. loss of concentration at work and sleep problems) (Hall et al., 2009) , severe pain during labor (Alehagen, Wijma, & Wijma, 2001; Saisto, Kaaja, Ylikorkala, & Halmesmaki, 2001; Takegata et al., 2017) , and a higher risk of postnatal traumatic stress symptoms (Garthus-Niegel, von-Soest, Vollrath, & Eberhard-Gran, 2013; Takegata et al., 2017; Verreault et al., 2012) . Furthermore, severe FOC is a major motive for requesting Caesarean section (CS) birth without medical reasons among Western pregnant mothers (D'Souza, 2013; Nieminen, Stephansson, & Ryding, 2009) , which leads to the risk of postoperative complications for the mother, and respiratory maladaptation for the infant (D'Souza, 2013).
Previous studies in Western countries (Eriksson, Westman, & Hamberg, 2006; Geissbuehler & Eberhard, 2002; Nilsson & Lundgren, 2009) have demonstrated that FOC is multi-dimensional. While FOC is generally regarded as merely a "fear of labor pain", women are often concerned about the risk of an abnormal course of labor, loss of control, and isolation. In addition, pregnant women might believe that childbirth is influenced by God or other spiritual aspects of their religion (Callister, Semenic, & Foster, 1999) . These women might be afraid of any abnormal processes during childbirth, which they might view as caused by the Devil or lack of prayer (Callister & Khalaf, 2010; Wilkinson & Callister, 2010) . Therefore, in view of the fact that women's perception of childbirth is strongly affected by their cultural context, understanding FOC in an East Asian cultural context is important.
Some evidence of FOC has been provided by studies in Japan. In 2011, we conducted a validation study of the Japanese Wijma Delivery Expectancy/Experience Questionnaire (JW-DEQ) version A, which is used to assess antenatal FOC (33 items, total score ranging from 0 to 165) (Takegata et al., 2013; Wijma, Wijma, & Zar, 1998) . The factor analysis revealed four dimensions: fear, lack of anticipation, isolation, and riskiness (Takegata et al., 2013) , indicating that FOC among Japanese women is multi-dimensional, as is the case in Western studies (Fenwick, Gamble, Nathan, Bayes, & Hauck, 2009; Wiklund, Edman, Ryding, & Andolf, 2008) . In our most recent quantitative survey investigating 464 pregnant Japanese women in three obstetric facilities in Tokyo (Takegata et al., 2017) , the JW-DEQ version A scores varied widely, implying that some women suffer from intense FOC. In view of the fact that expectations of childbirth in Japan are a culturally-sensitive topic, a qualitative study seemed necessary to obtain a broader understanding of women's fear and to devise antenatal psychological interventions.
Additionally, we were interested in whether Japanese women have a preference for CS birth and obstetric analgesia (OA) due to FOC. At present, a CS birth cannot be performed in Japanese medical facilities without a valid medical reason, and therefore, the rate of CS birth (19%) is not as high as in North America (USA: 32.8%) and Oceania (33.4%) (Betran et al., 2016) . It is hypothesized that some women would prefer a CS birth because of FOC, as indicated by previous studies in Western countries (D'Souza, 2013; Nieminen et al., 2009 ).
Regarding OA, labor pain is traditionally considered a "natural" part of the birth process, and therefore necessary for the transition to motherhood in Japan (Okutomi 2009; Tanabe, 2006) . Although the rate of OA has been low, it has increased moderately during this decade (2014: 4.6%, 2015: 5.5%, 2016: 6.1%) based on a survey of 2391 facilities (Japan Association of Obstetricians and Gynaecologists, 2017 ). This trend suggests a possible change in cultural values.
The aim of the present qualitative, descriptive study was to explore FOC, perceptions for CS birth, and OA among Japanese primiparas.
| METHODS

| Design
A qualitative, descriptive design with focus group interviews was chosen. The focus group interview is a valuable way of stimulating participants' thoughts through group dynamics in order to obtain a broad range of viewpoints on a topic (Brown & Green, 2005) .
| Settings
Four semistructured focus group interviews with primiparous pregnant women were conducted between February and October 2013 in metropolitan areas of Japan. We conducted one focus group interview in a birth house in Kanagawa prefecture and three focus group interviews in a maternity hospital in Tokyo. The birth house is run by midwives and handles approximately 80 births annually. Only mothers without pregnancy complications are allowed to give birth in the birth house. The maternity hospital, which has obstetric and gynecological outpatient departments, is located in central Tokyo and handles approximately 500 births annually. OA is provided if a woman requests it. Husbands are encouraged to attend the birth in both settings.
| Participants
The optimal number of participants per focus group interview was approximately five in order for individuals to have enough time to share their feelings in a relaxing atmosphere (Tobias, Wilson, Derrick Christina, & Mukherjee, 2018) . For the present study, we recruited Japanese pregnant women. Exclusion criteria were: (i) <20 years of age; (ii) unable to communicate in or read Japanese; (iii) having a planned CS birth due to medical reason; (iv) having severe mental illness; or (v) having serious pregnancy complications.
| Procedure
Eligible women were invited to participate in the qualitative study by the head midwife of each facility. The head midwife explained the purposes of the study prior to the focus group interviews. The women who agreed to participate were asked to sign the informed consent sheet immediately before the interview. The focus group interviews were facilitated by the first author (MT) in a private room at the two settings. Each focus group interview comprised two to four women and lasted for a maximum of 90 min. Basic information, including age, gestational weeks, medical history, and pregnancy complications was obtained from medical charts. An interview guide was developed to explore FOC, perceptions for CS birth, and OA (Appendix). After obtaining the women's agreement, the focus group interviews were audio-recorded.
The focus group interviews were transcribed, and statements were extracted by MT. The statements were coded by unit, then in vivo-codified, subcategorized, and categorized by MT and MK, who were supervised by MH and MM (Krippendorff, 2004 
| Ethical approval
Ethical approval for the present study was obtained from the Ethics Committee of the Graduate School of Medicine at The University of Tokyo (no. 10007). Voluntary participation was ensured by using the informed consent sheet and providing verbal explanations. All electronic and paper-based information collected was carefully stored in a secure location by the second author (MH) to ensure confidentiality.
| RESULTS
Eleven women participated in the focus group interviews. The participants ranged in age from 21 to 39 years, and gestational weeks ranged from 24 to 37 (Table 1) . Four women requested OA prior to the onset of labor.
| Fear of childbirth
Seven categories were extracted from the transcripts (Table 2) : maternal and child risk, pain, losing control, uncertainty, prolonged labor, poor family support, and loneliness before hospitalization.
| Maternal and child risk
Three participants mentioned their concern about the possible risk of emergency CS birth, hemorrhage, and preterm birth. Two women were concerned about child-related risks, while two emphasized that abnormal situations could occur unexpectedly during labor:
One of my acquaintances gave birth by CS birth. Her pregnancy was quite normal….However, the induction was not effective and her baby became severely distressed. Eventually, she had to undergo a CS birth. I honestly think it is always uncertain whether childbirth will be normal, even if the pregnancy goes well.
(Participant ID H.) 
| Losing control
Six women stated that they would feel ashamed if they revealed their panic to their husbands. Three women reported being afraid that they would be unable to maintain their composure or enter into panic:
My husband wants to attend the childbirth, but it is 
| Perception of Caesarean section birth
Five categories were extracted for perceptions of CS birth: desire for vaginal birth, disadvantages of CS birth, advantages of CS birth, acceptance of CS birth for medical reasons, and negative reaction from some Japanese mothers (Table 3) .
| Desire for vaginal birth
Most participants denied preferring CS birth, and when considering the disadvantages, and advantages, of CS birth, most concluded that vaginal birth was better, unless the labor was abnormal:
I would like to give birth vaginally, unless the doctor suggests I undergo a CS birth. (Participant ID E.) 
| Disadvantage and advantage of Caesarean section birth
The disadvantages of CS birth were surgical scars and post-operative pain:
CS birth is extremely painful after surgery, so I would 
| Perceptions of obstetric analgesia
Six categories were extracted for perceptions of OA: advantages of OA, limitations of OA, feeling of guilt toward the baby and others, emotional conflict in decision-making, significance of experiencing labor pain, and no meaning in experiencing labor pain (Table 4) .
| Advantages and limitations of obstetric analgesia
Two participants from the hospital recognized OA as an effective method in reducing labor. Two participants who requested OA agreed that it is not only effective in removing labor pain but also for physical recovery after birth:
I learned OA was effective for mothers to recover quickly after birth when I watched a TV program.
(Participant ID K)
For OA limitations, the participants from the birth house recognized that it is impossible to fully eliminate pain by using OA. One participant claimed that experiencing labor pain was essential for a satisfying childbirth, as it allowed mothers to share pain and suffering with their baby during the birth: shame, which refers to the "uncomfortable feeling which raises with the behavior trying to protect his vulnerable self from others in the moment of sexual activity, excretion, being naked, or being vulnerable to public" in a Japanese psychological dictionary (Miyagi, 1979) , could be reflected by Japanese culture. Ohde (1996) stated that Japanese women are raised in a culture in which people tend to refrain from expressing "sexual" topics (Ohde, 1996) . Because childbirth is an event where a woman cannot avoid showing her vulnerability, they might feel "shame" during childbirth.
Interestingly, the participants were concerned about poor support from family and had feelings of loneliness before hospitalization. They were also afraid of being unable to contact their husbands during labor. In urban areas of Japan where nuclear families are quite common, husbands are often expected to be key supporters of mothers during labor. It can be challenging for mothers to contact their husbands, because most husbands are white-collar workers during the day, which might make mothers feel more isolated or anxious before hospitalization.
| Perceptions for Caesarean section birth
The majority of the participants denied having a preference for CS birth. In Japan, the decision to perform a CS birth is mainly made by obstetricians. Only a few mothers prefer CS birth (7%) although the preference is strongly associated with FOC (Karlstrom, Nystedt, Johansson, & Hildingsson, 2011) . Therefore, our finding could be also influenced by the fact that obstetricians perform CS for medical reasons. In addition, it is interesting that our participants were worried about postoperative pain, which has a negative effect on taking care of the infant. This implies that the transition to the motherhood is a great concern among Japanese mothers.
| Preference for obstetric analgesia
The participants who did not choose OA emphasized that childbirth is an event where one shares their suffering with that of their unborn child. These participants believed that the experience leads to greater confidence as a mother. These finding fit with a Japanese cultural belief that "enduring labour pain is one of the essential experiences that makes a woman a good mother."(p. 56 Okutomi 2009; Tanabe, 2006) . According to Tanabe (2006) , labor pain is regarded as a "natural" process of childbirth, not only by mothers but also husbands and health-care professionals (Tanabe, 2006) . Therefore experiencing labor pain is positively evaluated by people in the mother's surroundings.
Conversely, the women who decided to receive OA experienced a sense of guilt about their decision, which is consistent with the former study on women who chose OA (Mizuo & Shiono, 2013 ). Mizuo and Shiono (2013) found that the participants expressed both "anxiety regarding giving birth through painless childbirth" and "confusion at prejudice regarding a painless childbirth". Similarly, our participants struggled to justify their individual decisions and cope with these emotional conflicts during pregnancy.
| Limitations
First, the actual number of participants per session was less than five.
The main reason was the difficulty in scheduling among candidates.
The participants could interact each other, even if the number was small in one session (Tobias et al., 2018) ; however, the total number of participants in all sessions could be insufficient for data saturation.
Our participants denied preference for CS birth; however, caution is necessary in interpreting that there is no link between FOC and preference for CS birth among Japanese women.
Second, some subcategories were mentioned by only one participant. The number of participants could be insufficient to reach theoretical saturation, which was due to institutional reasons. However, we retained these coding units and subcategories in order to capture all of the participants' relevant perceptions. Third, each participant's level of fear was unknown. Therefore, the perception of FOC described by our participants might vary in terms of severity, with some narratives including less severe forms, such as worry. However, we decided not to exclude these narratives because the degree of fear varies individually, which makes it difficult to distinguish between narratives describing feelings of fear and worry. Fourth, the transferability of the finding that mothers who have severe FOC do not prefer CS birth is also questionable. Some women with severe FOC might want a CS birth, terminate her pregnancy, or avoid becoming pregnant.
Another study based on individual in-depth interviews with a greater number of participants who experience severe FOC is required.
Finally, these focus group interviews were conducted in 2013, so our results might only capture a snapshot of the changing birth culture in central Japan. Nowadays, more women are giving birth at an older age and a number of giving birth per a woman has been becoming less. In addition, OA during childbirth has been more frequently used. Women might expect childbirth to be "medically assured", as well as "natural".
| Clinical implications
Continuous education for health-care professionals to learn about 
| CONCLUSION
FOC in Japan is multi-dimensional, which is similar to the findings from Western countries. However, our participants were more concerned about the support from their husbands and the onset of labor before hospitalization. Additionally, their narratives revealed no preference for CS birth. Furthermore, opposing values of OA were identified, which should be respected by health-care professionals.
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